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ATOMY OF HEART ON ISS s 
Basic ANATOMY ' the basic contours and structures first before stations exampl 
v ait a: es to 


+ itis important to KNOW | 
abnormality R = 


SA ONY Xa FS í 


Right 4+ 
Amum ^ ۹ 
a W 
Venne 5 9 
\ A 
Costocardiac Ec 


Angle 


Right Left 3 - 
Hemidiaphragm Hemidiaphragm $ r~ 
; „Breast 
*- Shadow 
Costophreme Angle 3 Wu 


X-Ray PA VIEW vs AP VIEW 


= 


AP CHEST 


| PA VIEW AP VIEW ay 
“ X-rays passes from posterior of body to ¢ X-rays passes from anterior of body to posterior, 
anterior, it is called PA view it is called AP view 


Clavicle are more horizontal (i.e. that is donot |% Clavicles seen above the lung fields‏ ٭ 
project into apices or thrown out of apices)‏ 


% Heart won't be magnified «4% Heart is magnified so cannot comment of 


cardiomegaly 
+ Scapula are away from the lung fields % Inner border seen over the lung 
% Ribs are obliquely oriented 4 Ribs are more horizontal 
* Spine and post end of ribs are clearly seen بث‎ Anterior ribs better visible 
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jo — ribs are more horizontal compared to anterior y 
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pve, pos 1 ™ 
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STATION:X-RAYS 


| 


oW TO REPORT/ REPRESENT CHEST X-Ray 
MAET of the X-ray (e.g. chest abdomen etc.) 
H View (e.g. AP, PA, Lateral view) 
2 Check for rotation (ensure each clavicle is at the Same distance to vertebrae) 
¢ A----Airway 


o Ensure trachea is visible and in midline 


o Check for tubes, pacemaker, lines, forign body etc. 
o Check for widened mediastinum 


o Check for fracture 
o Also check soft tissue for Subcutaneous air, for 
4 C----Cardiac 

o Check heart size and border 


o Check heart valves for calcification and valve replacements 
----Diaphragm 
Effusion 


eign bodies and surgical clips 


D 
D E---- 
È Ael 


----Fields—lung 
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RADIANT NOTES 


IEGALY 
rio / CARDION 
HORACIC RA 
ae: 006٤6 ratio should be less 
4 The car 10 e 
s horacic ralio > 0.55 sugg 


e Acardio! 7 
è A cardiothoracic ratio > 0.6 6 


8۷ vs LV TYPE APEX 

+ RV type apex 
upward. 

¢ LV type ap 

downward. 


— 


Right ventricle 


و شاب ee‏ ——— 


Left ventricle - 


FCPS-2 & IMM MEDICIN 
To 


than 0.55 on PA view. i.e. A+B/C «0.55 
sts cardiomegaly in adults 
s cardiomegaly in newborn 


AQ. 


us 


is formed by enlargement if right ventricle —the apex of the heart is shifted Jat 
a erally an 
d 


ex is formed by enlargement of left ventricle—the apex of the heart is shifter lateral] 
rally and 


SATION AI XS 


„ prominent ae j 
4 Main pulmonary artery projects more than the tangent 


Causes: 


O 
Increased pressure 


Increased flow 


% Hypoplastic PA 


MPA > 15 mm from the tangent 


* 


O 
o Concave PA segment 
o Causes: 
TOF 
Truncus Arteriosus 
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STATION:X-RAYS 


RADIANT NOTES FCPS-2 & IMM MED) CINE 
۲ھ‎ 


س 


Some Common X-ray Examples 


IMPORTANT NOTE: ALL THE IMAGES RELATED TO EXAM AN 
D OF 
ARE UPLOADED TO ENH : 
ANCE THE VISUAL CLARITY on on Book - 


YOUTUBE PAGE- HTTPS://WWW.YOUTUBE.COM/9 DRRAFIUI , AH 
TEXT ON MY FAKEBOOK PAGE FOR LINK OR You Can 


HTTPS/WWVI.FACEBOOK.COM/DRRAFIULLA 


A SIA FIIQ”NAX ہے ج سے‎ 4 


WHAT ARE YOUR FINDINGS ? 


“ X-ray chest of patient PA view, taken on date XYZ, no bony pathology seen, no کہ‎ 


visible line. tube or any bony pathology seen 
+ Homogenous opacity with concave upper margin on left side with shift of trachea to right side 


«^ Obliteration of Costophrenic and Cardiophrenic angles on Left side É 
% Silhouette sign is positive. 

WHAT IS YOUR DIAGNOSIS ? 
«¢ Left sided pleural effusion 
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STATION:X-RAYS 


INDINGS ? 
0 


HAI AREY زار‎ f patient AP view, taken on date XYZ, no bony pathology seen, no subcutaneous ar. no 
ا‎ n a line, tube or any bony pathology seen 
vis! : 


. eral Homogenous opacity with concave upper margin 
e eb of Costophrenic and Cardiophrenic angles on both sides 
% Obi 


R DIAGNOSIS? 


YOU 
es ffusion 
ا‎ Dd Bilateral pleural e 


cs RELATED QUESTION ON PLEURAL EFFUSION 
Toacs RELA! T mM 


Transudative Effusion — ' Exudative Effusion 
% Alteration of systemic factors that affect the % Increased perme ability of pleural capillaries or 
formation and absorption of pleural fluid (e.g. lymphatic dysfunction 
increased capillary hydrostatic pressure, 
decreased plasma oncotic pressure) 


% Usually, bilateral % Can be bilateral or unilateral 
4 Causes € Causes: 
o Mnemonic: Some Persistent People o Mnemonic: PICTURE MAP 
Can Cause Nausea = Parapneumonic effusion 
* SVC syndrome (associated with bacterial 
* Peritoneal dialysis pneumonia, lung abscess) 
* Pulmonary embolism * Infections (viral, bacterial, fungal) 
* CHF (>90% cases—most * (Cancer 
common) * rauma/tumour (chylothorax) 

* Cirrhosis * {remia 
*  Nephrotic syndrome * Rickettsial infection 


* Esophageal perforation 
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CRITERIA 
_ Lights Criteria 


DISTINGUISH CLINICALLY USING LIGHT'S 


Pleural fluid protein. serum 


protein m ENG MEL 
Pleural fluid LDH: to serum LOH | >06 — <0.6 
“sural LOA | eS upper limit of N serum LDH | «2/3 upper imiter 

Note Serum 


å All criteria for transudate must be fulfilled to be considered a transudative effusi 
Sion, 


& If any one of the criteria for exudates is met - it is an exudate 


d» CLINICAL FEATURES: 


Often asymptomatic 
Dyspnea: varies with size of effusion and underlying lung function 


S7A7S/ONX-RAVS 


Pleuritic chest pain 

Inspection: trachea deviates away from effusion, ipsilateral decreased expansio 
Percussion: decreased tactile fremitus, dullness n 
Auscultation: decreased breath sounds, bronchial breathing and egophony at u 

friction rub Pper leve, Pleura 


@ MANAGEMENT: 
Treat the underlying cause 
If the effusion is symptomatic do therapeutic thoracentesis and use the following step wi 
Wise 


approach 
.  Effusion resolved-----Observation 
Effusion re-accumulates---Pleurodesis with talc or bleomycin or tetracycline 
-  Pleurodesis successful--- observation 
Pleurodesis unsuccessful----Consider pleurectomy, pleural abrasion or Shunt 


4 DIFFERENCE BETWEEN SIMPLE AND COMPLICATED PARAPNEUMONIC EFFUSION 


Simple/Uncomplicated Parapneumonic Complicated Parapneumonic Effusion and 
Effusion Empyema 
بث‎ ANY one of the following 
o Large (encompassing more than one- 
half of the hemi-thorax), free flowing 
Effusion of any size with loculations 
Thickened parietal pleura on chest CT 
Positive-gram stain or culture 
o pH < 7.20 or glucose < 60 mg/dL 
4» Tube thoracostomy is indicated when 
pleural fluid glucose is less than 60 mg/dL 
(less than 3.3 mmol/L) or the pH is less 


than 7.2 
ث٭‎ Antibiotic therapy should be continued for at 


least 2-4 weeks 


“ pH >7.2 
LDH «1/2 serum 
4^ Glucose »60mg/dL 


OQ ORO 


Treat with antibiotics 
«^ Drainage if necessary, usually they do not 


required drainage 
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STATION:X-RAYS 


ue of patient PA view, taken on date XYZ, no Subcutaneous air 
-ray one 


0 athology seen 
‘ اف‎ E d Cardiophrenic angles are clear on both Sides 
ophre 


^ CO ‘th air-fluid level seen on left side 


DIFFERENTIAL DIAGNOSIS/ CAUSES? 
R 


jg YOU infected material 
WHAT. iration of infecte 
(^ Aspir 


Staph aureus infection 
Fungal infection 
TB with emphysema 


WHAT ARE YOUR FINDINGS ? 
SEAL ARE YOUR FINDINGS ? 
* Explaining the Left Side X ray 


* X-ray chest of patient PA view, taken on date XYZ, no bony pathology seen, no subcutaneous air. no 
visible line, tube or any bony pathology seen 
% Cardiophrenic and costophrenic angle is clear on left side 
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۴ 
ي“ 


Homoagenous 46 ty I naght lower Zone C 
٦ € 


 Obscunndg the right he art border +٠‏ کہ 


WHAT IS YOUR DIAGNOSIS ? 


D Right sided i oó0nsoldahon (Pneumonia) 


WHAT IS YOUR DIFFERENTIAL DIAGNOSIS/ CAUSES? 


& QConsohdahon i 
A 4 
4» Neoplasm 1 
«4» Loculated pleural effusion Ñ 
|| 
@ Abscess before burst! 0 
) 
N 
(^ 
ew — 9 ————ÓÀ a 00 ے‎ ka Saa i 
mm m —À 
PN { 
^ ہ‎ 
"ame Eis 
Xe 
E 
= 
' o. - 
, > "« 


F = 


% “or 


4 


ho a 


wv ò 
‘ 
s p l 5 1 


WHAT ARE YOUR FINDINGS ? 
4^ X-ray chest of patient PA view, taken on date XYZ, no bony pathology seen, no subcutaneous air 
visible line, tube or any bony pathology seen No 
¢ Cardiophrenic and costophrenic angle is clear on both side 
¢ Increased translucency on right side with arrow indicating collapsed lung margin 


WHAT iS YOUR DIAGNOSIS? 
«¢ Right sided pneumothorax 


4 Remember the following points: 
o In young patient, common cause is rupture of subpleural bleb. 
o |n patient >40 years of age, common cause is COPD. 
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1 | j 
q FINDINGS — م‎ view, taken on date XYZ, no bony pathology 


tA 
of paten y bony pathology seen 


Af es! n ۱ 
yit xray ,وہ‎ tube, o“ stophrenic angle obliterated on left side. 


i j 
card'?"  rachea sh ight side with trachea and heart shifter towards ¢ ون‎ a 
a an? iucency On f g WSS AE se 
He? trans 
ced 


rea? 
Ine sis? 


pIAGNO»^— pneumothorax 


R ; 
اتر‎ ged tension 
We aight یہہ اک‎ ON PNEUMOTHORAX 
1 T "S 
D LATED QUES 4^ Accumulation of air in pleural space 
10462 R mothoraX 5 Unilateral chest pain and dyspnea, unilateral chest EADANGGN 
L^ d " - 
pne" * | tactile fremitus (only increased in consolidation e و‎ pneumcrca, hyper 
resonance. 
مم‎ Diminished breath sounds, all on the affected side 


*$ 


— primary Spontaneous 


4» Due to rupture of apical blebs or cysts. Occurs moet freGuenti, n taa 
thin, young males. 


| Secondary Spontaneous 


4» Due to diseased lung (e.g., bullae in emphysema, infections). 
| mechanical ventilation with use of high pressures — barotrauma. 
| Traumatic Pneumothorax 
| + Caused by blunt (e.g. rib fracture) or penetrating (e g.. gunshot) trauma 
| Tension Pneumothorax 
4» Can be any of the above. 
“+ Air enters pleural space but cannot exit. 
4 Increasing trapped air — tension pneumothorax 
“* Trachea deviates away from affected lung 
reaiment | Primary pneumothorax 
4 | 4* If <2cm and asymptomatic ----Discharge & follow up x-ray ater 2 weeks 
“ If <2cm and symptomatic ----Aspiration—if fails, then cres: tube 
| Secondary pneumothorax 
| % All patients should be admitted for at least 24 hours 
“ If <1cm ----- High flow oxygen, observe for 24 hours 
% If 1-2cm ----- Aspiration 
% If >2cm/ >50 years of age/ symptomatic -——chest tube 
Tension pneumothorax. 
*$* Urgent needle decompression followed by chest tube placement 


ten. ray SE fruar DIL, zw 


—— —— 
ee a 
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3 


f 
\ 


« increased translucency on right side with collapsed lung margin 
«+ Horizontal fluid level with obliteration of Cardiophrenic and costophrenic angle o 
n right sid 
e 


WHAT ARE YOUR FINDINGS ? 


WHAT IS YOUR DIAGNOSIS ? 


NA iyo i.’ 


% Right sided Hydropneumothorax 


WHAT ARE THE CAUSES? 
% Iatrogenic 
0 


Trauma 
4» Rupture of lung abscess 
4» Pulmonary TB 


TREATMENT? 
% Insertion of intrathoracic tube 
“ Treatment of specific cause 
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Po 


رپ یھ با FON‏ ا ےرک 


UR FINDINGS? 


RE YO P vi 
„ATA chest of patient AP view, taken on date XYZ, no b th 
سر‎ ۱۱۷ Dony pathology seen, no subcutaneous 
, ar, no 


" gible line, tube or any bony pathology seen 
diophrenic and costophrenic angle clear 

Dd Car > " 
Dd There IS 5 
DIFFERENTIAL DIAGNOSIS? 


lateral Hilar lymphadenopathy. 


% 
^ TB 

e Lymphoma i 

+ Fungal infection 

t Drug induced e.g. phenytoin leading to psuedolymphoma. 


WHAT ELSE YOU WOULD LIKE TO EXAMINE IN THIS PATIENT 


¢ Other lymph nodes 

+ Spleen and liver 

“Signs of TB, sarcoidosis 

4^ Bony tenderness (leukemia) 
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WHAT ARE YOUR FINDINGS? 
¢ X-ray chest of patient AP view, taken on date XYZ, no bony pathology seen, no subcutaneous 


visible line, tube or any bony pathology seen 
4^ Carcophrenic and costophrenic angle ciear 
4» There is Patchy opacity with cavity in right upper zone. 


air, no 


WHAT IS YOUR DIAGNOSIS ? 
4» Pulmonary Tuberculosis 


WHAT IS SIGNIFICANCE OF THIS FINDING 
4» Presence of cavity indicates active and open case of tuberculosis. 


Example- 10 


WHAT ARE YOUR FINDINGS ? 
% X-ray chest of patient AP view, taken on date XYZ, no bony pathology seen, no subcutaneous air, no 
visible line, tube or any bony pathology seen 
4» Cardiophrenic and costophrenic angle clear 
% There is Patchy opacity involving both upper and middle zone in both right and left lung 


WHAT IS YOUR DIAGNOSIS ? 
% Bilateral extensive tuberculosis 
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FINDINGS? 


7: 
+ 
% 


D ۴ 
پر‎ Multiple m! 


۷۶ ient AP view, taken on date 7 
at ARE t of patient , , NO bony patho b 
par resto patient A bony pathology seen ay seen, no Subcutaneous a. no 


ine, tube OF 
enic and costophrenic angle clear 


liary mottling involving all zones of both lung fields. 


DIAGNOSIS ? 


R 

is YOU ; 

WHAT tuberculosis 
a Miliary 


WHAT is YO 


UR DIFFERENTIAL DIAGNOSIS ? 


4 Sarcoidosis 


4 
اپ 


اه 


Toacs RELATED 


Treatment 


„ Pulmonary eosinophilia 
«4 Pneumoconiosis's 


QuESTION ON TUBERCULOSIS 


% Initial therapy --(2 months—4 drugs) 

o Mnemonic RIPE: (Rifampicin, Isoniazid, Pyrazinamide Ethambutol) 
% Continuation phase - (4 months—2 drugs) ' 

o That are Isoniazid & Rifampicin 


* Extended treatment: (For 9-12 months)—considered in the following 
o HIV- positive patients, Tuberculous Osteomyelitis, Miliary TB, Meningitis 
(Minimum 12 months), Pregnancy 


INH caused neuropathy‏ ٭٭ 
o Pyridoxine (vitamin B6) 25 to 50 mg PO daily should be used as prophylaxis‏ 
with INH to prevent neuropathy‏ 
o While 50-100 mg orally daily as treatment if neuropathy develops.‏ 


“+ Baby can be breastfed while taking ATT 
% Drug side effects 

| | Dug ^ «o ہے نکی کت‎ 
_ Isoniazid Î Peripheral neuropathy. Hepatitis 
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RADIANT NOTES 


Riternoicin °` | Orangered colour bod 
—.. | tears), hepatitis, 


Ethambutol | Optic neuritis (colour blindness fo 
a 90600163860ےہ‎ visual acuity) 
۲ 7 nam Je -— سے سے‎ 5 Hyperuricemia, Go 


man 


© DOTS (Directly observe therapy short-course) 


` 


intially daily therapy for 2 weeks followed by d 0 

ee a ne Bint nerapy r Y 
Cat nes of Anti- Group 1 (First hne dru ' 2 : ugs 3 times/week - 
Catego gs) soniazid, Rifampicin, Ethambutoj, Pura N 
tuberculosis Drugs Croup 2 {injectable agents) Kanamycin, Amikacin, Capreomycin’ enamide e 
WHO Group 3 (Fluoroquinolone) Levofloxacin, Moxifloxacin, Ofloxacin Teptomycin S 


Group 4 (Ora! bacteriostatic — Etnionamide, C closeri -Ami , 

acents) acid (PAS), پوس‎ kA سو‎ 

Group 5 (Unclear role) Clofazamine, Linezolid, Amoxicillin/C| 
Imipenem/cilastatin, High dose ا‎ 
Clarithromycin, Bedaquiline i 


Muiti-Drug Resistant TS wnicn is resistant to isoniazid and rifampicin 


TB iMDR-TB) ** How to treat MOR-TB (Regimen 


, | Step 1 | Choose any of the following | Kanamycin 
Lr Injectable (Group 2 drugs) | Amikacin 
Step 2 , Choose a higher generation | Levofloxacin 


| fluoroquinolone Moxifloxacin 
| (Group 3 drugs | 
, Step3 | Add group 4 Drugs Cycioserine/Terízidone 
| Para-Aminosalicyclic acid (PAS) 
Ethionamide/Prothionamide 


anate, 


STATION 


'! @ Note: 
| “ Add two or more Group 4 drugs 
| ^ Always use a higher generation fluoroquinolone (ciprofloxacin is not 
۶ effective ani never use it) 
| % Intensive phase for 8 months (includes injectable) --- anda total of 20 
months therapy is advised 
Extensive Drug | % TB which is resistant to isoniazid + rifampicin (MDR-TB) + any of the 
Resistant TB (XDR- fluoroquinolone (such as levofloxacin or Moxifloxacin) and to at least one of the 
TB) , three injectable second-line drugs (Amikacin, capreomycin or kanamycin). 
** How to treat XDR-TB 
Step 1 Use pyrazinamide and any other Group 1 agent that may be effective. 
Step 2 Use an injectable agent to which the strain is susceptible and consider ^ 
an extended duration of use (12 months or possibly the whole 
treatment). If resistant used an agent that has used never before 
Step 3 Use a higher-generation fluoroquinolone such as Moxifloxacin or 
Gatifloxacin 
Step 4 Use all Group 4 agents that have not been used extensively in a 
previous regimen or any that are likely to be effective. ۱ 

Step 5 Add two or more Group 5 drugs (consider adding bedaquiline) 

Note: 

Intensive phase for 8 months (includes injectable) --- and a total of 20 months 

therapy is advised 

How to Follow Up a | % Conversion of cultures from positive to negative is the most reliable indicator of 

Patient of TB response to treatment. 

“ For smear-positive pulmonary TB patients treated with first-line drugs, sputum 
smear microscopy may be performed at completion of the intensive phase of 
treatment 

% if the specimen obtained at the end of the intensive phase (month 2) is smear- 

positive, continue with the intensive phase, sputum smear microscopy should be 

obtained at the end of the third month 

if the specimen obtained at the end of month 3 is smear-positive, sputum culture 

and drug susceptibility testing (DST) should be performed 


€ Ó € —— Y — n — Mn: 


e 
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49 
p nt AP view, taken on date XYZ, no bony 
to 


R Pathology seen, j 
وو در‎ or any bony pathology seen 10 SUC are ar ےم‎ 
-f ; 
یر‎ Je line. wi ring shadows involving the míd and loyer Zones of both lung feig more on rig 
re mu: b , 
There 
sis? 
ouR 7 ctasis 
qui aoe once’ 
ION 
gLATED quest — » á 
a Irreversible dilatation of airways due to inflammatory destruction as 
walls resulting from persistently infected mucus 
ےج‎ Hemophilus influenzae is the most common Organism recovered from non- 


cystic fibrosis patients. 
+ Others include P. aeruginosa, S. aureus, & nontut 


Culous mycobacteria 
| ¢ Cystic fibrosis (most common) 


¢ Primary ciliary dyskinesia (aka immotile cilia syndrome) 

+ Lung infection (tuberculosis, fungal infections, lung abscess, pneumoni 
% Localized obstruction (foreign body, tumors) 
* Allergic bronchopulmonary aspergillosis 
Panhypogammaglobulinemia 


«t^ 4 


بر 
کړه 


4* Chronic Cough 


کړه 


رب 
کړه 


Copious, foul-smelling, purulent sputum is characteristic. 
* Haemoptysis 

* Dyspnea and wheezing occur in 75% of patients 
Coarse crackles over the affected side 


«fe ae 


e 
-* 


بر 
کړه 


e 


بر 
+ 


Associated with Fever, clubbing, weight loss, Halitosis (Bad breath) 
Investigation CXR 


O Å qm CX 


+ 


o Nonspecific: increased markings, linear atelectasis, loss of volume in 
affected areas 


o Specific: "tram tracking” - parallel narrow lines radiating from hilum, 
Cystic spaces, honeycomb like structures 


** High-resolution CT (diagnostic, gold standard)~-Signet rings 
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E 


Sputum cultures (routine + AFB) TO 
Serum lg levels Cs 
Sweat chloride if cystic fibrosis suspected (upper zone e. : 
Chest physiotherapy with postural drainage----For 5-10 mi ominant) d 
twice daily nutes once 
Antibiotic therapy---10-14 days r < 
inhaled bronchodilators 5 
Surgery ---excision of bronchiectactic areas 
Bronchoscopy if hemoptysis not resolved with medical ther 
embolization of bronchial arteries or surgical resection, apy--- May 0 
e 


A 


وه په dp‏ مہ 


^ Treatment 


dp p وه وه‎ 


Example- 13 


STI ہھےرےم بر ہہہح-+7<7‎ Se Pp . ey 


WHAT ARE YOUR FINDINGS ? 
+ X-ray chest of patient AP view, taken on date XYZ, no bony pathology seen, no subcutaneous a; 
visible line, tube or any bony pathology seen S air, no 
+ A mass in cavity with crescentic air shadow above it in apical region 
4» Meniscus Sign: 
o Itis intracavitary body surrounded by air —positive in aspergilloma 


WHAT IS YOUR DIAGNOSIS? 


چس سے کے خ فک خساہھ WHA T PM‏ 


«¢ Aspergilloma 


WHAT FURTHER INVESTIGATIONS YOU WOULD DO? 

Serum precipitin antibody for aspergilloma 

Sputum examination (hyphal fragments may be found) 

Sputum c/s 

Chest x-ray: a solid opacity within a cavity often associated with a rim of air. 
High titres IgG Aspergillus precipitins (95%) 

CT-scan 


B d CEP WP 
ato ate ee ae مہ مہ‎ 


How WOULD YOU TREAT? 
¢ If asymptomatic---then follow up 
¢ If symptomatic ---antifungal agents-voriconazole/amphotericin 
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| Er 
9 
aki ARE pA view showing Widening of superior mediastinum 


KO sarc 


+ oiter 
à 


WHAT ARE YOUR FINDINGS ? 


“ Xray chest PA view showing opacity with irregular margin occupying the right upper and part of mid 
zone 
WHAT IS YOUR DIAGNOSIS? 
% Bronchial Carcinoma 


WHAT IS YOUR DIFFERENTIAL DIAGNOSIS? 


% Tuberculosis 
¢ š š 
í ** Consolidation 
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4 
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A 
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WHAT ARE YOUR FINDINGS ? 


~ 


¢ X ry chest PA view showing homo 


War ss YOUR DIFFERENTIAL DIAGNOSIS? 
5 


T. 
WHAT ARE YOUR FINDINGS ? p- re 
4 X ray chest PA view showing multiple, nodular shadows of variable size and shape, some having Et 


cannon ball appearance in both lung fields 
WHAT IS YOUR DIAGNOSIS ? 
€ Mut*ipie secondary deposits in the lung 
WHAT ARE THE SOURCES ? "à 
“ Breast carcinoma, stomach carcinoma. prostate carcinoma, renal cell carcinoma 
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9 
a FINDINGS £ " » 
08716 
¢ XI? and heart shifted to right 


e Trace? 
AG ? 

+ YOUR pIAGNOSIS 
wwe Collapse of Right lung 

Ld : 

WOULD DO? 

uA - E 
PS CT scan of chest 
Bronchoscopy 


WHAT ARE YOUR FINDINGS? 
® Xray chest PA view showing Reticulonodular shadow involving all zones of Lung Secs 


WHAT IS YOUR DIAGNOSIS? 
"* Diffuse parenchymal lung disease / ILD 


LP ow ceto E 


Diagnosis 


Treatment 


بر 
bo d‏ 


7 
«t 


it is the most common and most important type of ig 
'diopat 
hi 


"aod db thologi 
i cterized by pathologic patter 
itis chara n Called “Usu 


(UIP)" 
Presentation age: 50 -70 years of age (uncomm 


c intera 
Stiti al 


Dyspnea, Non-productive cough, Crackles, Club, before 

pulmonale ng, Feature TS) - X 

PFT: Restrictive pattern: decreased lun g Ven S ot, x S 

Chest X-ray mes ang z . 

HRCT-----Ground glass appearance initially ang h ۵۹ M 

appearance in advanced disease SNe ycomp a Am 
ng. 


Lung biopsy (in selected cases---where the diag 
Transbronchial lung biopsy ---Most accurate OSis is unce X 
When no associated cause is evident of ILD this tain) 
A diagnosis of IPF/ UIP can be made with 90%, "s ۴ E 
65 years of age who have nfidence i 
o Idiopathic disease by history and who de 
crackles on physical examination; 
o Restrictive physiology on pulmonary functi 
o Characteristic radiographic evidence of pro 1 
several years; gressive fine A | 
Diffuse, patchy fibrosis with pleural-based honeycomb; | Sis oy 
cirea mbing 7 
Note that: Predn solone (0.5mg/kg) plus azathioprine | b: 
months are effective in patients with RB-ILD (Respi sai MORO E 
associated interstitial lung disease, nonspecific intere ro کو‎ ~ 


S 


_ ےر سے‎ FOO > کے‎ P. 


N Ration. _ 

mo EA 
DStrate inspi ai 
ator 


» " 
تی ۸وی 


9n testing 


e QT 


c" 
Solution 


or COP (Cryptogenic organizing pneumonia (COP, formen, SUmoni; 
obliterans organizing pneumonia [BOOP]) Hy brong ای‎ d 


The same therapy is ineffective in patients with IPF., SN 
carries significant morbidity, experts do not recommen 
in 2014, two agents, Nintedanib and Pirfenidone, were P 
treatment of IPF (but very costly) 

Lung transplantation (only definitive cure) 
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WHAT ARE YOUR FINDINGS ? 
Multiple air fluid levels seen 


WHAT IS YOUR DIAGNOSIS ? 
& Intestinal obstruction 
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FCPS-2 & IMM MEDIC 


NE + 


2 
سے کے سے سے حم حم مم A‏ - سے م سے aT — M‏ 
Diatec ٣۷۳۷ CEStencing puimonary aricry‏ 


WRITE DOWN YOUR FINDINGS? 
% Increased cardethoraoe ratio (LV type apex) 


ct 
% Straightening of the left heart border (due to prominent left atrial appendage and prominent left 
pulnonary artery) 
% Left atrial enlargement (double border on the rignt side or double density sign). i 
* “playing of the carina 
WHAT I£ YOUR +7۶ | 


% Mitral Regurgitation 
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UR ya INDINGA 
ardiothoracic ralio 


^ tenotic dilat ) 
? وہ‎ 8 dilated (due to post s dis 
? 
UR ” 
ac stenosis 


n AOC 


WRITE DOWN YOUR FINDINGS? 
* Increased cardiothoracic ratio (LV type apex) 


* 


* Left ventricular enlargement 
* Ascending aorta dilated 


WHAT IS YOUR DIAGNOSIS ? 


* Aortic regurgitation 
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STATION:X-RAY s 


FCPS- 
2 2٥6۸ MED 
CINK 
Ry 


(N 
\ 


al Cardiotho ic rati 
i Sign of 3 (due to left subclavian artery ab 
aorta below the coarctation of aorta) ove the coara | 
Ction- 


Ji 


descending 
and c " 
"Gata, s 


1 & Bilateral rib notching 
& pilated right descending pulmonary artery 


IAGNOSIS 2 


WHATIS your D 
ation of aorta 


& Coarct 
کیپ‎ IS THE DIFFERENTIAL "057 INFERIOR 
; RIS NOTC 
¢ Coarctation of aorta HING? 
+ Takayasu arteritis 
“ subclavian artery obstruction 
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STATION:X-RAYS 


incre 
Right 
Dd Boot S 


¢ Concave pulmonary artery 


DIAGNOSIS? 


f Fallot 


¢ Tetralogy o 
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WRITE DOWN YOUR FINDINGS? 


e 
> 
e 


ate 


increased cardiothoracic ratio 
Narrow vascular pedicle 
Pulmonary oligemia 

Fiattening of the upper heart bor 
appearance 


WHAT IS YOUR DIAGNOSIS ? 


Pericardial effusion 


ders referred to as Water bottle appearance or Flask sh 
Shaped 


STA ۷ز سے سر‎ AX RAIS 


E Y . 7 
wer E ray chest PA view showing 
ا‎ 


7 
که 


7 
Ld 


WHAT IS YO 


4 
i d 


QUR FINDINGS ? 


oolly opacities spreading from both hilar regions giving ab 


d in transverse diameter utterly or Dat-wrnc's acoearance 


Fluffy or W 
Heait is enlarge 


UR DIAGNOSIS ? 
Pulmonary edema 


is THE MOST COMMON CAUSE? 


WHAT IS THE MOST COMES 


4 LV F 


How WILL YOU TREAT? 
4 (Mnemonic LMNOP) 


O 


O OG O GG Oo 


Loop diuretics (e.g. Furosemide 80— 250mg either as IV over 1h 
7 or 4 
(larger doses are needed in renal failure) boluses titrated to response 


Morphine 2.5mg (venous vasodilator, Decreases afterload) 

Nitrates (e.g. IV GTN) 

O» high-flow 

Position (sit the patient up—decreases pre-load) 

If renal cause: ----If no response, hemodialysis or hemofiltration 

If cardiac cause: ---Inotropic agents especially in hypotensive patients 
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VETE DOWN YOUR ۶:1177 
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FCPS-2 & IMM MEDICIN 
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i, 
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-namber ICD seen 
-ocking coils seen, one in SVC while other in RV. 


(^ W 


WHAT ARE YOUR FINDINGS 7 
E 


% Look for discontinuity in clavicle 


WHAT ۱۹ YOUR DIAGNOSIS? 
*$* Clavicle fracture. 
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RADIANT NOTES 


Example- 33 


WHAT ARE YOUR FINDINGS? 
«¢ X-ray of both hands in AP view showing 


«¢ Widening, splaying and cupping 


FCPS-2 & IMM MEDICIN 


+¢ Distance between epiphysis and metaphysis is increased. 


WHAT IS YOUR DIAGNOSIS? 
«4* Rickets 


WHAT FURTHER INVESTIGATIONS YOU WOULD DO ? 

4* Serum calcium and phosphate (low) 
Serum alkaline phosphatases (high) 

* 


% Serum 25 hydroxy proline (low or absent) 


e 
eu 4 


How WILL YOU TREAT? 
< Adequate exposure to sunlight 
** Calcium and Vitamin D supplementation 


170 


ملق 


E' 


BS N 


FCPS-2 & IMM MEDICINE TOACS 


T ARE YOUR FINDINGS ? 
WHAT AF of both hands in AP view showing 
2 Hands are enlarged 

Increases soft tissue shadows 
Tufting of terminal phalanges 


+ 
bo d 


4, 
b d 


WHAT IS YOUR DIAGNOSIS? 
+ ۷ھ‎ 
WHAT INVESTIGATION YOU WOULD DO ? 
* Growth hormone (GH) levels vary during the day and are therefore not diagnostic 


% The definitive test is Oral glucose tolerance (OGTT) with serial GH measurements. 
% Apituitary MRI may demonstrate a pituitary tumor 


HOW WILL YOU TREAT? 
“* Pituitary adenoma resection. If n i 
. If not cured, treat with octreotide (somatostatin ) | 
or 
(growth hormone receptor antagonist), dopamine agonists (e.g., hg psu ciae 
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WHAT ARE YOUR FINDINGS ? 


«te 


Lr 
hod 


o 
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م 
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4 X-ray of both hands in AP view showing 
« Penarticular osteopenia in metacarpophalangeal joints and proximal PIP joints 
Reduction of joint spaces of PIP joints 
Ulnar 7 

Thumb Z deformity 


WHAT IS YOUR DIAGNOSIS ? 
€ Rheumatoid hand 


ToAcs RELATED QUESTION ON RHEUMATOID 


Pathogenesis 


Presentation 


Joint Findings 


ں 
کړه 


Osteoarthritis 
Noninflammatory joint disease is 
characterized by degeneration 
of articular cartilage 
Osteoarthritis is most often 
related to mechanical trauma to 
the affected joints (“wear and- 
tear’ arthritis) 

Asymmetric joint involvement. 
Morning stiffness of «15 
minutes 

Improving with rest. 

Pain in weight-bearing joints 
after use 

Knee cartilage loss begins 
medially (“bowlegged”). 
Heberden's nodes— prominent 
osteophytes at DIP joints 
Bouchards nodes— prominent 
osteophytes at PIP joints 


بر 7 
کړه کړه 


بر 
کړه 


S2 بر ب‎ v. 0 
oe Me ځړه‎ vu 


بر بر 
حم کړه 


| 
۱ 
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N 
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Rheumatoid arthritis 
Chronic inflammatory disorder primarily 
affects the synovial joints 
Autoimmune disorder and Associated with 
HLA-DR4 (4 walls in a rheum (room) 
Peak onset = 30-50 years, although occurs 
in all age groups 
F:M ratio = 3:1 
Symmetric joint involvement 
Morning stiffness of > 1 hour 
Improving with activity 
Systemic symptoms (fever, fatigue, weight 
loss). 


Swan-Neck deformity 
Boutonniere deformity 
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cov Jot Involvement most c 
5,6025 8lV/B می ری‎ 
ٰ 7گ‎ 
Spine before ETT ts 
Ulnar deviation of f 9 
Involves MCP, PIP. wrist not DIP 


eee RA 


involves DIP and PIP, but not 
DX MCP 


ic; LOSS 
gphlc Moe ss of joint space- typically 
gados" K3 " non-uniform 
yall! 


e Osteophytes 


% 


% 


Lo 
SS Of joint Space-- typi ai, lom 


** Soft tissue Swelli 


i ng 
„ Subarticular sclerosis % Erosiong 
که‎ = " t 
s Subchondral EIE ** Periarticular osteopenia 
a. FA factor— negative RA factor—-positive (79% ——— t 
nding | g ESR, CRP — normal * ESR, CRP raised 
F v j 


» Anti-CCP— negative * Ant.CCp., Positive (90% --more Specttic) 


Rheumatoid arthritis 
(late stage) 


1 " 
Mallet My 
fexion و‎ y 


j! Boutonniere 
y= pem ou deformity 
5e 


of thumb 
pip in flexion eee A 
ansion deform 23 
peer / Á ا‎ \ 
M" 
n 
r4 


pip 


ZN > 
ہے‎ Ulnar deviation of 
78ء"‎ swan neh کے‎ N, metacarpophalangeal 
pn exon deformity y 2 P- joints 
A و‎ Swan-neck deformity A 


nf finoere 


OTHER FEATURES OF RHEUMATOID ARTHRITIS AND MANAGEMENT 
SOME n بب کا‎ 


Poor Prognostic “* Rheumatoid factor positive, Anti-CCP antibod 

Features status at presentation 
% X-ray: early erosions (e.g. after <2 years) 
* Extra articular features e.g. nodules . 

% Insidious onset & Female gender is associated with a poor prognosis. 
Associated with A Cryoglobulinemia II & IIl 40-1 00%, Infective endocarditis (= 50%), SLE (= 20- 
Positive RF 30%), Systemic sclerosis (= 30%) 
Extra-Articular ** Respiratory: 


Complications with o Pulmonary fibrosis & nodules, pleural effusion, bronchiectasis (especially 
Rheumatold Arthritis “ nonsmokers), bronchiolitis obliterans, complications of drug therapy e.g. 
methotrexate pneumonitis, infection (possibly atypical) secondary to 
immunosuppression 
% Ocular: 


ies, HLA DR4, Poor functional 


o keratoconjunctivitis Sicca (most common), episcieritis (erythema). scleritis 
(erythema and pain), keratitis, corneal ulceration, steroid-induced 
cataracts, chloroquine retinopathy 
Osteoporosis 

** Amyloidosis (AA) 


۶ 
~~ 
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STATION:X-RAYS 


RADIANT NOTES 


¢ syndrome 
o RA + splenomegaly + low white cell county le 


^ Management of — 
Rheumatoid Arthritis 
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o M + Pneumoconiosis + + Lung Nodules 


` Initial “tial therapy: (NICE guidelines 2009) 
o Patients with newly diagnosed active RA start 


DMARDs: 


* 


> 


CES 2 & IMM MEDICI 


spatii RA 9 ulcer in Chrom, 


- 


(including methotrexate and at least one other DIAA Nation of r 
glucocorticoids RD), Plus Shon 


o Methotrexate is the most widely used DMARD. 

a Pregnancy: 
Women should avoid pregnancy for at least 3 
treatment has stopped months after 
BNF also advises that men using methotr. rexat 
effective contraception for at least 3 months A ie 

* Prescribing methotrexate: er treat 
Methotrexate is taken weekly, rather than daily 
Check CBC, RFTs & LFTs before Starting treatm 
weekly until therapy stabilized, thereafter patie m ep 
monitored every 2-3 months bo should 
Folic acid 5mg once weekly should be CO-prescribed te 
than 24 hours after methotrexate dose 3 ! mo re 
The starting dose of methotrexate is 7.5 mg Weekly (s 
Avoid prescribing trimethoprim or cotrimoxazole cg is 


SIA TION HS d 
tills 


5 


Increases risk of marrow aplasia Ny — 
Sulfasalazine 
Lefiunomide 
Hydroxychloroquine 
TNF-inhibitors: (can cause Dru 
o The current indication for TNF-inhibitor is an inadequate response to 
least 2 DMARDs inciuding methotrexate. 
5 (includes la 
Etanercept: (can cause demyelination & reactivation of TB) n 
In*iximab (risks include reactivation of TB) | 
Rituxima5: 
Other important treatment options include analgesia. physiotherapy and 


ao o Q 
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STATION 


ae eer 


, YOUR FINDINGS? ہت‎ 
yHATARE jus qwe. spine AP view showing 
X-ray 


tion of anterior longitudinal and interspinoys ligaments‏ 98^ یھ 

" Calcifica syndesphomytes formation with bridging giving rise to bamboo Spine 
& There Is 

* 


v i6 YOUR DIAGNOSIS? " 
نان‎ Ankylosing spondylitis 


THI EXTRA*ARTICULAR MANIFESTATIONS OF ANKYLOSING SPO 
TARE THE EXTR | 
Features: M 


nemonic the A’s---A for Ankylosing Spondylitis 
% Apical fibrosis (CXR) 

P Anterior uveitis 

^ Aortic regurgitation 

4 Achilles tendonitis 

$ AV node block 


% Amyloidosis 


WHAT ra, ONS SHOULD BE DONE IN ANKYLOSING SPONDY Lit 
€ X-ray of SI joints and Spine (lumbosacral, dorsal and cervical). 
“ MRI of lumbosacral Spine may be done in Some cases (more Sensitive than X-ray). 


* CRP (may be high). 

* Rheumatoid factor (negative). 

* HLA-B27 (positive in 90% Cases), 
* Others accordin 


9 to cause (barium enema and follow through for inflammatory bowel disease, 
colonoscopy), 
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RADIANT NOTES FCPS-2 & IMM MEDIC, 
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Example- 37 


WHAT IS YOUR DIAGNOSIS? 
@ Potts disease 


DIFFERENTIAL DIAGNOS!S? 
4 Trauma 
4» Pyogenic infections 


4» Secondary deposit 


Example- 38 


WHAT ARE YOUR FINDINGS ? 
“ X-ray of Skull showing 
4» Multiple punched out lytic lesion of variable size and shape invo 


Iving whole of skull. 


WHAT iS YOUR DIAGNOSIS ? 
¢$ Multiple Myeloma 


DIFFERENTIAL DIAGNOSIS? 
“¢ Secondary deposits 
% Hyperparathyroidism (usually are small and have pepper pot appearance) 


% 
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| view showing 


e 
ing of trabeculae giving rise to hair on end 
appearan 
ce. 


y ys ا سس‎ hemolytic anemia most likely beta thalassemia 
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